Abstract
Introduction
Follicular carcinoma of thyroid gland is a type of well differentiated thyroid cancer which show high propensity for blood borne metastases rather than lymphatic spread. This is a relatively slow growing tumour than the tumours of other sites of the body. It bears a favourable prognosis except when present with distant metastasis 1 . Distant metastases occur usually to lungs or bones. Metastatic tumours to the skull are more common from malignancies of lung, breast or prostate than thyroid. In most of the reports of follicular carcinoma metastasizing to the skull, metastases occurred long after the diagnosis and treatment for primary cancer 2 . There have been only a handful of cases in the literature in which solitary skull metastasis was the presenting feature of an occult follicular carcinoma of thyroid. In the skull metastasis usually occurs in parietal or occipital bone. Metastasis to temporal bone is very rare 3 . Here we report a case of metastatic follicular carcinoma of thyroid in temporal bone presents with discharging ear and facial palsy.
Case report
A 45 years old lady from rural area of Chittagong reported with recurrent painless, mucopurulent and frequently blood stained ear discharge and short of hearing in right ear for the last 2 months. One month later she developed right sided facial weakness and progressive painless swelling behind the same ear. There was no history of cold attack, fever, trauma to the ear, headache or vertigo. She was nondiabetic and nonhypertensive. She consulted some local doctors but there was no improvement. On general examination her build was average and mildly anaemic. On systemic examination all findings are normal. On local examination of right ear, blood stained mucopurulent discharge was present in external auditory canal. Tympanic membrane was destroyed and there was a red fleshy mass in middle ear which bleeds on touch. There was a round swelling about 3 cm in size over right mastoid process, non tender, fixed and firm in consistency. Lower motor neuron type of facial nerve paralysis was present on right side. Tuning fork tests revealed conductive deafness in right ear. No abnormality was detected in left side. On examination of neck, there was a small, hard and non tender nodule less than 1 cm in size in lower part right lobe of thyroid gland. The patient was totally unaware about this nodule. Cervical lymph nodes were not palpable. In laboratory investigations, her Hb was 11 gm%, TC, DC, urea, creatinine, blood sugar all were within normal limit. X ray chest and ECG were also normal. X ray mastoid Towne's view showed an oval radiolucent osteolytic lesion in right mastoid bone. On PTA average 50 dB conductive hearing loss was noted in right ear. FNACs from right thyroid nodule and right mastoid swelling showed probable follicular carcinoma of thyroid with metastasis in temporal bone. She underwent total thyroidectomy with exploration of the right mastoid under general anaesthesia in a private hospital of the city. Histopathological findings from both the lesions confirmed the diagnosis. Postoperative recovery was uneventful. After surgery whole body isotope bone scan was done but there was no evidence of any other metastasis. She had radio iodine therapy 6 weeks after surgery. She was found to be well in last follow up 6 months after surgery except having right facial palsy.
Discussion
Thyroid cancers account for about 0.5 % of all cancers in men and 1.5 % of all cancers in women 4 . Follicular carcinoma usually presents as a progressively slow growing painless hard swelling in thyroid gland. It is associated with a favourable prognosis when present without distant metastasis. Overall 10 years survival without metastasis is 85% 1 . Distant metastasis in follicular carcinoma can be divided into 2 categories: distant metastasis as the initial presentation and distant metastasis after the initial treatment of carcinoma. Distant metastasis may be detected several years after management of primary tumour 5 . The frequency of individuals diagnosed with follicular carcinoma presenting initially with distant metastasis ranges from 1% to 9%, whereas the incidence of distant metastasis after the initial treatment is between 7% and 23% 1 . Lung and bones are the two most favoured sites of metastases. Less common sites of metastases are brain, liver, skin, kidney, orbit etc 6, 7 . Survival rate with lung metastasis is better than bone metastasis 1 . Bone metastases from follicular carcinoma tend to be multiple and more often to the ribs, vertebrae and sternum 2 . Skull bones specially the temporal bone is a rare site for metastases. In skull, metastases are most commonly located in the occipital region as a soft, painless lump. The rate of growth of skull metastases is remarkably variable and it may persist without any serious difficulty for several years 8 . In temporal bone, it may present as pulsatile tumour confusing with glomus jugulare 3 . These lesions are osteolytic on skull X-ray and CT scan and highly vascular on contrast enhancement. Prognosis in case of metastasis is generally poor and the 10 year survival with bone metastases from differentiated thyroid cancers is reported to be 27% 2 . Detection of metastases after treatment of primary thyroid cancer frequently poses difficulty in diagnosis. There is no uniform consensus on the management strategy for skull metastasis as the cases were not common and reported by different authors as case reports with their own experience and opinion 11 . Treatment strategy is individualized according to the extension of disease. Most authors are in favour of resection of secondary tumour in skull with total thyroidectomy 1 . The main difficulties in resection are invasion to dura, sinuses and other intra cranial structures. Frequently reconstruction with artificial dura and acrylic is required 2 . Other options of treatment are external beam radiation and radio iodine therapy. Patient of this report had total thyroidectomy and resection of temporal bone metastases. The response to radio iodine ablation after surgery was satisfactory. After 6 months of completing the treatment she was asymptomatic except persistent facial palsy signifying permanent destruction of the facial nerve by the disease process.
